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Background and objectives: The portion size of food is a determinant of energy intake, linking with obese traits.
A healthy plate for portion control has recently been made in a Japanese style. The aim of the current study was to
assess the efficacy of a lifestyle intervention program using the Japanese-style healthy plate on weight reduction in
overweight and obese diabetic Japanese subjects.
Methods: We randomized overweight and obese diabetic subjects (n = 19, 10 women) into an intervention group
including educational classes on lifestyle modification incorporating the healthy plate (n = 10) or a waiting-list
control group (n = 9). The intervention period was three months, and the educational classes using the healthy
plate were conducted monthly in a group session for the intervention group. The body weight, blood glycemic
and metabolic measures, and psychosocial variables were measured at the baseline and after the 3-month intervention
in both groups. The impression of the intervention was interviewed using a structured questionnaire.
Results: There was one drop-out in the control group. No adverse events were reported in the groups. Subjects in the
intervention group had a greater weight change from baseline to the end of the 3-month intervention period (-3.7 +/-
2.5 [SD] kg in the intervention group vs. -0.1 +/- 1.4 kg in the control group, P = 0.002). Most subjects recorded that the
use of a healthy plate could be recommended to other people.
Conclusions: The lifestyle intervention program using the Japanese-style healthy plate, which was developed for por-
tion control, may effectively reduce body weight in overweight and obese diabetic subjects in Japan. Further studies
are needed to establish the efficacy of this methodology on weight management.
Keywords: Portion control plate, Weight loss, Diabetes, ObesityBackground
The obesity epidemic has become a worldwide phenome-
non in recent years [1,2]. In Japan, the trend is the same
[3]. Obesity is associated with an increased risk of morbid-
ity and mortality [2]. Lifestyle modification, including
diets, is the cornerstone for the prevention and improve-
ment of obesity as a preventative method [4]. The portion* Correspondence: nsakane@kyotolan.hosp.go.jp
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unless otherwise stated.size of food has a significant influence on energy intake,
linking with obesity traits [5].
A plate is a flat and round dish that Japanese people
often use at mealtimes; accordingly, a plate can be used
as a tool for dietary intervention. Indeed plates for por-
tion control have been used in previous studies [6,7];
however, the plates were made for western-style dishes.
With respect to the development of metabolic disorders,
ethnic/racial differences are known (i.e., the difference in
the level of insulin secretion between Japanese and
Caucasian people) [8,9]. Differences in diet culture are
widely recognized between countries. One of the latestral Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/4.0), which permits unrestricted use, distribution, and
iginal work is properly credited. The Creative Commons Public Domain
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a traditional meal, as a tool for management of meta-
bolic disorders. [10,11]. The typical Japanese meal con-
sists of a bowl of rice (gohan), a bowl of miso soup
(miso shiru), pickled vegetables (tsukemono) and fish or
meat. Rice is the staple food, and several kinds of noo-
dles (udon, soba and ramen) are also popular as light
meals. As an island nation, the Japanese people fre-
quently eat seafood. A wide variety of fish, squid, octo-
pus, eel, and shellfish appear in all kinds of dishes from
sushi to tempura [12,13].
This background can require a healthy plate for por-
tion control according to the Japanese food style in con-
sideration of an intervention with portion control for
the Japanese population. Thus, a Japanese-style healthy
plate has recently been developed. The aim of the
current study was to assess the efficacy of a lifestyle
intervention program using the Japanese-style healthy




The study design is according to the recommendations
of the CONSORT statement for randomized trials of
non-pharmacologic treatment [14] (Figure 1). This study
was an unmasked, randomized controlled trial. We ran-
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Figure 1 CONSORT flow diagram.intervention group including educational classes on life-
style modification incorporating the healthy plate or a
waiting-list control group. The randomization was strati-
fied by sex using sealed envelopes by an independent
statistician, because sex is considered a strong factor af-
fecting weight changes in intervention trials [15-17].
Potential subjects were recruited from 15 clinics in
Toyohashi city, Aichi prefecture, Japan. These clinics
were in primary health care settings to maintain the
homogeneity of the studied subjects. Recruitment started
in March 2012 and was completed in December 2012.
Those who met one of the following criteria were re-
cruited: 1) aged 20-70 years, 2) type 2 diabetes mellitus
or 3) body mass index (BMI) ≥24 kg/m2 (the overweight
level was defined based on previous studies [18-21]).
Those with the following criteria were excluded 1) dia-
betes mellitus under insulin therapy, 2) dementia or 3)
chronic renal failure. The study was approved by the
Ethics Committee of the National Hospital Organization
Kyoto Medical Center and Nagoya University of Arts
and Sciences. All subjects gave their written informed
consent.
Intervention group
The schedule and contents of intervention in the inter-
vention and control groups are listed in Table 1. These
lectures were provided to all participants in a public
healthcare facility near the clinics. At baseline, a lectureligibility (n=32) 
Excluded (n=13)
• Not meeting inclusion criteria (n=13)
• Declined to participate (n=0)
Allocated to control group
(n=9)
• Received allocated intervention (n=8)
• Did not receive allocated intervention (n=1)
- Withdrew informed consent (n=1)
Lost to follow-up  (n=0)
Analyzed (n=8)
zed (n=19)
Table 1 Schedule of intervention and assessment in both arms
Schedule order Time Contents Intervention arm Control arm
Baseline assessment 9:00 am-0:30 pm
(3.5 hours)
Lecture: “What is diabetes?” by diabetes educators and
“Eating healthy with diabetes” by dietitians. Baseline data collection.
Done Done
Educational class-Part 1 10:00 am-1:30 pm
(3.5 hours)
Ice breaking: buffet game using 80-kcal food cards. Lecture:
“Tips to reduce body weight with a healthy plate” and
“What is carbohydrate control?” by dietitians. Lunch using
the healthy plate. Discussion.
Done Not done
Educational class-Part 2 10:00 am-1:30 pm
(3.5 hours)
Ice breaking: game of sweets tournament. Lecture:
“Tips to maintain weight using a health plate” by dietitians.
Lunch using the healthy plate. Discussion.
Done Not done
Educational class–Part 3 10:00 am-1:30 pm
(3.5 hours)
Ice breaking: experience of a virtual Japanese-style pub.
Lecture: “Tips to prevent weight gain when eating out”
by dietitians. Lunch using the healthy plate. Discussion.
Done Not done
Final assessment 10:00 am-0:00 pm
(2 hours)
Final data collection. Done Done
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betic educators and, “Eating healthy with diabetes” by
registered dieticians (RD) was offered to the subjects. In
educational classes, a specific lecture of about 3.5 hours
was given monthly during the 3-month intervention
period. The main topics of each lecture were as follows:
(part 1) “Tips to reduce body weight with the healthy
plate (Healthy Plate®; HYPK, Co., Ltd., Aichi, Japan),
What is portion control?”, (2) “Tips to maintain weight
using the healthy plate”, and (3) “Tips to prevent weight
gain when eating out”. After each lecture, there was aA. Portion control plate (Healthy plate)
Figure 2 Portion control plate (Healthy plate) and examples.group discussion with the RD. In particular, over time,
the RD reviewed food choices, consistency and timing of
meals, meal plans and appropriate use of snacks, in
addition to portion control (i.e. how to use the healthy
plate). The healthy plate is made of pottery and porcel-
ain with colorful print dividing it into four sections
(Figure 2). It is 27.4 cm long, 21.0 cm wide and 2.5 cm
deep. Three-sixths (one-half ) of the plate was labeled
“vegetables”, one-sixth was labeled “rice, bread and noo-
dles” and two-sixth were labeled “fish, meat, chicken and
nuts”. One section was similar to 1 unit (= 80 kcal) ofB. Japanese-style dishes (460kcal)
C. Western-style dishes (450kcal)
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use the plate for their largest meal of the day and en-
couraged to use the plate for all meals.
Control group
At baseline, a lecture titled, “What is diabetes and its
complications?” by diabetic educators and, “Eating healthy
with diabetes” by a RD was offered to the subjects, similar
to the intervention group. After this initial lecture, the
subjects in the control group were advised to continue
their routine health care at each clinic. The control group
received standard care including dietary advice from a
doctor.
Measurements
All measurements were conducted in the same order for
all subjects in the intervention and control groups at the
baseline and after the 3-month intervention period. We
instructed the subjects not to participate in vigorous
physical activity or to consume alcohol within the
24 hours prior to the measurements. Body weight was
measured to the nearest 0.1 kg using a digital scale
(TBF-551; Tanita Company, Tokyo, Japan) and height
was measured once to the nearest 0.1 cm using a wall-
mounted stadiometer (YG-200; Yagami Company, Nagoya,
Japan). For both measurements, the subjects wore only
underwear and were barefooted and they had been fasting
for at least 8 hours. The BMI was calculated as weight (in
kilograms) divided by height (in meters) squared. The
waist circumference was measured directly on the skin
surface at the level of the umbilicus in a standing position
[22]. The abdominal circumference measurements were
taken in duplicate to the nearest 0.1 cm, and the averaged
value was used for the analysis.
The following clinical data, blood pressure, serum
lipids (total cholesterol, low-density lipoprotein [LDL]-
cholesterol, high-density lipoprotein [HDL]-cholesterol,
triglycerides), creatinine (estimated glomerular filtration
rate as calculated by creatinine), aspartate aminotransferase
(AST), alanine aminotransferase (ALT), γ-glutamyltransferase
(γGT), plasma glucose and hemoglobin A1c (HbA1c),
were measured at a central laboratory (Okazaki Medical
Association Public Health Center, Aichi, Japan).
The following psychosocial variables were also assessed.
The levels of appetite, dietary satisfaction and distress re-
lated to the diet were recorded using 100 mm visual
analogue scales (VAS). An integrated appetite score was
especially calculated as the score: VAS hunger + VAS pro-
spective consumption + (100-VAS gastric fullness)/3 [23].
The desire levels to eat sweet, salty, spicy and rich foods
were also recorded using the VAS. A revised version of the
three-factor eating questionnaire 18 (TFEQ-R18) mea-
sures 3 aspects of eating behaviors, such as cognitive re-
straint, uncontrolled eating and emotional eating [24,25].The profile of mood states (POMS) test in a brief version
is composed of 30 questions with a 5-point scale about
the current mood state, which is classified into “tension-
anxiety”, “depression-dejection”, “anger-hostility”, “vigor”,
“fatigue” and “confusion” subscales [26,27]. A low POMS
score indicates a better mood state, except for the “vigor”
factor.
Information on the use of anti-diabetic agents was also
recorded during the intervention. Participants were asked
“How often did you use the healthy plate per day during
the intervention?” at the end of the study. Responses were
classified as one, two, and three times per day. We did not
monitor the use of the healthy plate every day during the
intervention. After the intervention, a trained researcher
independently interviewed each subject in the intervention
group regarding their impression of the intervention, in-
cluding satisfaction with the intervention, using a struc-
tured questionnaire.
Dietary intake and walking steps were measured only
in the intervention group. Dietary intake was assessed
using standardized software for population-based surveys
and nutrition counseling in Japan (EIYO-KUN v.6.0, de-
veloped by Shikoku University Nutrition Database) based
on the Standard Tables of Food Composition in Japan
[28,29]. Steps were counted using a pedometer (Omron
HJA-307IT; Omron Corporation, Kyoto, Japan). Daily
steps were averaged over 7 days.
Outcomes
The main outcomes were the changes of obesity traits,
including weight and BMI, and blood tests during the
intervention. The secondary outcomes were the changes
of psychosocial variables.
Sample-size estimation
A sample of 18 subjects was calculated calculation based
on detecting a difference of 3 kg and a standard devi-
ation (SD) of 2 kg in weight loss at the 3 month follow-
up between intervention and control group, with 80%
power and 5% significance. The difference (plus SD) was
based on a previous study that examined weight changes
with a lifestyle modification, similar to the current study
[19]. The sample size was calculated using StatMate
software.
Statistical methods
Paired t-tests were used to analyze the differences in the
data at the baseline and the 3-month changes, and a
two-way (group and duration factor) ANOVA was used
to analyze the differences in the data between the
groups. We conducted analyses by excluding subjects
with missing data (complete case analysis). Two-sided
p <0.05 was considered significant.
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Figure 1 shows a flow diagram of the study subjects. The
intervention and control groups had similar clinical
characteristics (Table 2). While there was one drop-out
in the control group, the subjects in the intervention
group completed the study. No adverse events were re-
ported in the groups.
As shown in Table 2, those of the intervention group
had a greater weight change from baseline to the 3-
month intervention period (-3.7 ± 2.5 [SD] kg in the
intervention group vs. -0.1 ± 1.4 kg in the control group,
p = 0.002). The BMI and waist circumference showed
the same trend as weight. Subjects in the intervention
group had a greater reduction in the level of blood pres-
sure or serum triglycerides from baseline to the end of
the 3-month intervention period. The HbA1c level was
reduced after intervention in the intervention group, al-
though the changes in HbA1c levels did not significantly
differ between the intervention and control groups. The
other variables did not show any significant difference
between the intervention and control groups.
As shown in Table 3, there were no relevant changes
in the psychosocial variables from the baseline to the
end of the 3-month intervention period. Uncontrolled
eating in the TFEQ-R18 differed between the groups,Table 2 Baseline and 3-month data of clinical characteristics
Variables Intervention group (n = 10)
Baseline 3 months Difference
Age, years 55.8 (10.4) -
Male, % (number) 50% (5) -
Weight, kg 71.3 (17.0) 67.6 (15.6) -3.7 (2.5)
BMI, kg/m2 27.6 (3.8) 26.2 (3.6) -1.4 (0.8)
Waist circumference, cm 93.6 (10.6) 89.3 (11.4) -4.2 (2.7)
SBP, mmHg 133.7 (8.4) 119.8 (11.5) -13.9 (13.6)
DBP, mmHg 79.5 (8.5) 72.1 (10.8) -7.4 (8.2)
Plasma glucose, mmol/L 7.1 (1.7) 5.9 (1.6) -1.1 (1.9)
HbA1c, % 7.6 (1.2) 6.7 (0.8) -0.9 (0.9)
Anti-diabetic agents, number 2.5 (0.9) 2.2 (0.8) -0.3 (0.5)
Total cholesterol, mmol/L 4.47 (0.88) 4.55 (0.80) 0.07 (16.2)
LDL-cholesterol, mmol/L 2.64 (0.65) 2.77 (0.62) 0.12 (0.43)
HDL-cholesterol, mmol/L 1.29 (0.36) 1.37 (0.36) 0.09 (0.12)
Triglycerides, mmol/L 1.19 (0.55) 0.88 (0.29) -0.30 (0.38)
Serum creatinine, mmol/L 61.0 (15.9) 62.8 (15.0) 2.7 (2.7)
eGFR, Unit 86 (23) 81 (19) -4.6 (6.8)
AST, U/L 38 (28) 28 (13) -9.4 (18.8)
ALT, U/L 56 (51) 36 (23) -19.6 (32.8)
γGT, U/L 35 (18) 31 (31) -3.4 (26.0)
BMI: body mass index, SBP: systolic blood pressure, DBP: diastolic blood pressure, L
glomerular filtration rate, AST: aspartate aminotransferase, ALT: alanine aminotransf
or numbers. P1: difference within the groups, P2: difference between the groups.but a reduction was seen in the control group; therefore,
the changes did not seem to be relevant.
In the intervention group, 86% of subjects recorded
that the intervention, especially as provided by the RD,
was helpful for weight reduction, and 63% recorded that
they would like to recommend the healthy plate to other
people, such as family members and friends. Twenty-five
percent, 50% and 25% of the subjects reported using the
plate for one meal per day, two and three meals per day,
respectively. Seventy-five percent of subjects reported
that they would continue to use the healthy plate after
the study.
Total energy intake (1,796.3 ± 352.7 kcal vs. 1,312.6 ±
266.0 kcal; P < 0.001), carbohydrate intake (250.4 ± 43.5 g
vs. 157.5 ± 40.2 g; P < 0.001), and protein intake (75.1 ±
24.0 g vs. 60.0 ± 13.0 g; P = 0.046) were significantly de-
creased after the 3-month intervention in the intervention
group. However, there was no difference in fat intake
(52.4 ± 10.5 g vs. 48.5 ± 8.7 g; P = 0.313) or fiber intake
(14.1 ± 3.2 g vs. 14.8 ± 4.0 g; P = 0.701) between the base-
line and after the 3-month intervention. Mean daily steps
in the intervention group did not change from the baseline
to after the 3-month intervention in the intervention
group (6,873 ± 2,598 steps vs. 6,272 ± 2748 steps, respect-
ively; P = 0.526).Control group (n = 8) P2
P1 Baseline 3 months Difference P1
- 59.0 (11.9) - -
- 50% (4) - -
0.001 72.9 (9.6) 72.8 (9.7) -0.1 (1.4) 0.813 0.002
<0.001 28.4 (2.4) 28.3 (2.2) -0.1 (0.5) 0.756 0.001
0.001 92.9 (7.9) 93.5 (7.9) 0.6 (1.6) 0.321 <0.001
0.010 127.1 (8.3) 129.1 (11.3) 2.0 (9.0) 0.549 0.012
0.019 71.0 (4.5) 74.3 (6.5) 3.3 (5.2) 0.119 0.006
0.089 7.9 (3.1) 6.8 (2.7) -1.2 (3.8) 0.410 0.981
0.008 8.0 (1.4) 7.3 (1.0) -0.7 (1.1) 0.112 0.606
0.081 3.3 (0.9) 3.3 (0.9) 0.0 (0.0) 1.000 0.153
0.623 4.81 (0.78) 4.81 (0.57) -0.02 (0.53) 0.935 0.732
0.408 2.87 (0.65) 2.77 (0.65) -0.10 (0.36) 0.509 0.285
0.056 1.45 (0.39) 1.50 (0.36) 0.04 (0.13) 0.407 0.462
0.036 1.16 (0.73) 1.37 (0.75) 0.20 (0.45) 0.255 0.028
0.035 60.1 (15.9) 58.3 (16.8) -1.8 (7.1) 0.475 0.151
0.061 85 (25) 85 (22) 0.4 (9.8) 0.914 0.220
0.149 25 (11) 23 (8) -1.25 (4.7) 0.480 0.216
0.091 32 (25) 32 (28) 0.3 (7.3) 0.926 0.092
0.688 36 (15) 35 (15) -1.5 (2.1) 0.080 0.840
DL: low-density lipoprotein, HDL: high-density lipoprotein, eGFR: estimated
erase, γGT: γ-glutamyl transferase. Values are the means (standard deviations)
Table 3 Baseline and 3-month scores of psychosocial characteristics
Variables Intervention group (n = 10) Control group (n = 8) P2
Baseline 3 months Difference P1 Baseline 3 months Difference P1
TFEQ-R18
Uncontrolled eating 17.1 (5.4) 17.3 (5.2) 0.2 (4.7) 0.895 24.9 (3.3) 18.9 (3.0) -5.7 (5.7) 0.038 0.044
Cognitive restraint 18.8 (2.7) 20.7 (4.3) 1.9 (4.0) 0.169 16.0 (0.8) 17.4 (2.6) 1.4 (3.1) 0.269 0.789
Emotional eating 9.0 (2.1) 8.3 (3.1) -0.4 (2.4) 0.606 6.6 (2.4) 8.4 (1.9) 1.9 (3.9) 0.258 0.208
Appetite score, mm 3.5 (3.6) 3.4 (2.2) -0.2 (4.2) 0.913 2.2 (1.9) 2.2 (1.9) 0.2 (2.8) 0.991 0.861
Dietary satisfaction, mm 4.6 (2.8) 4.1 (2.5) -0.6 (3.2) 0.593 6.1 (3.3) 6.5 (2.5) 0.6 (3.1) 0.745 0.506
Dietary distress, mm 4.1 (2.3) 2.8 (2.9) -1.3 (3.4) 0.265 7.6 (1.3) 5.8 (1.1) -1.7 (2.5) 0.068 0.804
Desire to eat
Sweet food 6.1 (2.6) 5.6 (3.0) -0.4 (3.1) 0.666 2.8 (2.1) 3.7 (2.2) 0.2 (1.4) 0.353 0.613
Salty food 7.2 (1.6) 7.0 (2.9) -0.2 (2.1) 0.727 5.7 (2.1) 6.6 (1.6) 0.9 (2.5) 0.308 0.438
Spicy food 7.7 (1.7) 7.0 (2.6) -0.7 (2.0) 0.313 5.7 (1.7) 6.6 (1.6) 0.5 (2.0) 0.311 0.301
Rich food 8.1 (1.7) 7.3 (2.8) -0.9 (2.5) 0.317 6.8 (2.2) 6.5 (2.2) -0.2 (2.6) 0.767 0.671
POMS
Tension-anxiety 9.4 (2.5) 8.1 (3.5) -1.3 (4.1) 0.340 10.9 (3.4) 9.9 (2.5) -1.0 (3.9) 0.520 0.880
Depression-dejection 7.1 (2.2) 6.9 (2.7) -0.2 (3.7) 0.869 8.6 (2.5) 9.0 (2.1) 0.6 (4.2) 0.754 0.727
Anger-hostility 7.4 (2.1) 7.5 (2.8) 0.1 (3.8) 0.936 9.7 (1.9) 9.9 (2.1) -0.4 (2.4) 0.869 0.763
Vigor 12.0 (2.2) 14.2 (3.4) 2.2 (4.1) 0.122 12.1 (3.0) 12.3 (2.9) 0.8 (2.8) 0.911 0.450
Fatigue 7.9 (1.6) 8.6 (3.9) 0.7 (4.4) 0.625 12.4 (4.0) 10.4 (1.9) -0.8 (2.5) 0.243 0.414
Confusion 8.9 (1.1) 9.4 (2.4) 0.5 (2.6) 0.563 10.7 (2.5) 9.9 (2.5) -1.2 (4.9) 0.597 0.497
TFEQ: three-factor eating questionnaire, POMS: profile of mood states. Values are the means (standard deviations). P1: difference within the groups, P2: difference
between the groups.
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Main findings
This study showed that when compared to the control
group, the lifestyle intervention program using the
Japanese-style healthy plate for portion control signifi-
cantly reduced body weight, concomitant with the BMI
and waist circumference, in overweight and obese dia-
betic Japanese subjects. The glycemic control variables
were not clearly altered in the intervention. The inter-
vention program conducted largely featured the use of a
Japanese-style healthy plate. This plate can be easily
understood and accepted by the Japanese, leading to
good portion control. Thus, it can be suggested that the
use of the Japanese-style healthy plate may effectively
control obesity traits in overweight and obese subjects in
Japan. This Japanese-style healthy plate may be used as a
future anti-obesity strategy in Japan.
The intervention using the Japanese-style healthy plate
also significantly reduced the levels of blood pressure
and serum triglycerides. These variables are components
of obesity-related disorders and metabolic syndrome
(MetS) [30]. Changes in lifestyles, including healthy diet-
ary regimens, should be the first line of therapy against
the MetS [31]. These variables may be improved through
reduced insulin resistance following weight loss in obes-
ity [32]. The reduction of HbA1c was also observed inthe intervention group. Although the changes in HbA1c
did not clearly differ compared to those of the control
groups, we think that the HbA1c may also be reduced
through the weight loss-related pathologic improvement
[31,33]. Given these data, although we focused on only a
Japanese-style healthy plate as an anti-obesity tool in this
study, the use of the plates might be further expanded as
a possible intervention tool for multi-components asso-
ciated with obesity in the future.
The intervention in the current study did not influ-
ence the psychosocial variables. On the other hand, most
subjects in the intervention group reported that the
intervention using the healthy plate was helpful for
weight control. The results at least indicate that the
intervention could not cause negative mood states, and
rather, appeared to suggest favorable aspects of the
intervention.
Limitations
The limitations of the current study were the small sam-
ple size and short intervention period. Careful attention
should also be paid on interpreting the results due to
the insufficiency of statistical power with the small sam-
ple size [34]. Several randomized, controlled trials on
weight management have employed at least a 3-month
intervention [35,36]. From the perspective of weight
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intervention had better be at least six months or one
year. Future studies with a larger sample size and longer
intervention should be performed.
There was a methodological limitation in that the fre-
quency of using the healthy plate was asked only at the
end of the study period in the intervention group. This
can rely on recall information, and so careful attention is
needed when interpreting the results. Moreover, the
intervention used in this study was actually multifaceted
(the use of the healthy plate plus group sessions). Even
though part of the same group sessions was given to the
control group, this intervention makes it difficult to de-
termine the single effect of the use of healthy plate on
weight changes. An additional study comparing the diet-
ary intervention with the healthy plate with the dietary
intervention without the healthy plate are needed to
clarify these issues in the future.
Conclusions
A lifestyle intervention program using a Japanese-style
healthy plate, which was developed for portion control,
may effectively reduce body weight in overweight and
obese diabetic subjects in Japan. Further studies are
needed to establish the efficacy of the healthy plate for
the management of weight and weight-related disorders.
Competing interests
Healthy plates were provided by HYPK, Co., Ltd., Aichi, Japan for research use
in the current study. After the completion of the current study, KY has
officially participated in managing HYPK and is currently assumed as a main
member of HYPK.
Authors’ contributions
KY was the project leader. KY and NS conceived the study, wrote the
protocol, got the funding (as below) and coordinated enrollment of subjects.
NS and KK drafted the manuscript. TK and TY provided critical input on the
protocol design and participated in the data interpretation. KT and KT
performed the data analyses. All authors approved the final version.
Acknowledgements
This work was supported by JSPS KAKENHI Grants (Number 23500825 and
24501029).
Author details
1Department of Nutritional Science, Nagoya University of Arts and Sciences,
Aichi, Japan. 2Takarazuka University School of Nursing, Osaka, Japan. 3Nursing
Department, Gamagori City Hospital, Aichi, Japan. 4Division of Preventive
Medicine, Clinical Research Institute, National Hospital Organization Kyoto
Medical Center, Kyoto, Japan. 5Hyogo Health Service Association, Hyogo,
Japan.
Received: 20 February 2014 Accepted: 14 November 2014
Published: 24 November 2014
References
1. Popkin BM, Doak CM: The obesity epidemic is a worldwide phenomenon.
Nutr Rev 1998, 56:106–114.
2. Flegal KM, Carroll MD, Kit BK, Ogden CL: Prevalence of obesity and trends
in the distribution of body mass index among US adults, 1999-2010.
JAMA 2012, 307:491–497.3. Yoshiike N, Seino F, Tajima S, Arai Y, Kawano M, Furuhata T, Inoue S:
Twenty-year changes in the prevalence of overweight in Japanese
adults: the National Nutrition Survey 1976–95. Obes Rev 2002, 3:183–190.
4. Danaei G, Ding EL, Mozaffarian D, Taylor B, Rehm J, Murray CJ, Ezzati M:
The preventable causes of death in the United States: comparative risk
assessment of dietary, lifestyle, and metabolic risk factors. PLoS Med
2009, 6:e1000058.
5. Rolls BJ, Morris EL, Roe LS: Portion size of food affects energy intake in
normal-weight and overweight men and women. Am J Clin Nutr 2002,
76:1207–1213.
6. Pedersen SD, Kang J, Kline GA: Portion control plate for weight loss in
obese patients with type 2 diabetes mellitus: a controlled clinical trial.
Arch Intern Med 2007, 167:1277–1283.
7. Kesman RL, Ebbert JO, Harris KI, Schroeder DR: Portion control for the
treatment of obesity in the primary care setting. BMC Res Notes 2011,
4:346.
8. Morinaka T, Wozniewicz M, Jeszka J, Bajerska J, Nowaczyk P, Sone Y:
Westernization of dietary patterns among young Japanese and Polish
females – a comparison study. Ann Agric Environ Med 2013, 20:122–130.
9. Suzuki T, Miyaki K, Tsutsumi A, Hashimoto H, Kawakami N, Takahashi M,
Shimazu A, Inoue A, Kurioka S, Kakehashi M, Sasaki Y, Shimbo T: J-HOPE
study group (the Japanese study of Health, Occupation, and
Psychosocial factors related Equity). Japanese dietary pattern
consistently relates to low depressive symptoms and it is modified by
job strain and worksite supports. J Affect Disord 2013, 150:490–498.
10. Hu EA, Pan A, Malik V, Sun Q: White rice consumption and risk of type 2
diabetes: meta-analysis and systematic review. BMJ 2012, 15:e1454.
11. Teramoto T, Sasaki J, Ishibashi S, Birou S, Daida H, Dohi S, Egusa G, Hiro T,
Hirobe K, Iida M, Kihara S, Kinoshita M, Maruyama C, Ohta T, Okamura T,
Yamashita S, Yokode M, Yokote K: Treatment A) lifestyle modification:
executive summary of the Japan Atherosclerosis Society(JAS) guidelines
for the diagnosis and prevention of atherosclerotic cardiovascular
diseases in Japan–2012 version. J Atheroscler Thromb 2013, 20:835–849.
12. Kagawa M, Binns CB, Hills AP: Body composition and anthropometry in
Japanese and Australian Caucasian males and Japanese females. Asia Pac
J Clin Nutr 2007, 16(Suppl 1):S31–S36.
13. Fukushima M, Suzuki H, Seino Y: Insulin secretion capacity in the
development from normal glucose tolerance to type 2 diabetes. Diabetes
Res Clin Pract 2004, 66(Suppl 1):S37–S43.
14. Boutron I, Moher D, Altman DG, Schulz KF, Ravaud P: Extending the
CONSORT Statement to randomized trials of nonpharmacologic
treatment: explanation and elaboration. Ann Intern Med 2008,
148:295–309.
15. Vickers AJ: How to randomize. J Soc Integr Oncol 2006, 4:194–198.
16. Boutcher SH, Dunn SL: Factors that may impede the weight loss response
to exercise-based interventions. Obes Rev 2009, 10:671–680.
17. Dalbo VJ, Roberts MD, Stout JR, Kerksick CM: Effect of gender on the
metabolic impact of a commercially available thermogenic drink.
J Strength Cond Res 2010, 24:1633–1642.
18. Goodwin PJ, Segal RJ, Vallis M, Ligibel JA, Pond GR, Robidoux A, Blackburn
GL, Findlay B, Gralow JR, Mukherjee S, Levine M, Pritchard KI: Randomized
trial of a telephone-based weight loss intervention in postmenopausal
women with breast cancer receiving letrozole: the LISA trial. J Clin Oncol
2014, 32:2231–2239.
19. Oshima Y, Matsuoka Y, Sakane N: Effect of weight-loss program using self-
weighing twice a day and feedback in overweight and obese subject:
a randomized controlled trial. Obes Res Clin Pract 2013, 7:e361–e366.
20. Ortega RM, López-Sobaler AM, Andrés P, Rodríguez-Rodríguez E, Aparicio A,
Perea JM: Folate status in young overweight and obese women: changes
associated with weight reduction and increased folate intake. J Nutr Sci
Vitaminol (Tokyo) 2009, 55:149–155.
21. Knowler WC, Barrett-Connor E, Fowler SE, Hamman RF, Lachin JM, Walker
EA, Nathan DM, Diabetes Prevention Program Research Group: Reduction
in the incidence of type 2 diabetes with lifestyle intervention or metformin.
N Engl J Med 2002, 346:393–403.
22. So R, Matsuo T, Sasai H, Eto M, Tsujimoto T, Saotome K, Tanaka K: Best
single-slice measurement site for estimating visceral adipose tissue
volume after weight loss in obese, Japanese men. Nutr Metab (Lond)
2012, 9:56.
23. Raben A, Tagliabue A, Astrup A: The reproducibility of subjective appetite
scores. Br J Nutr 1995, 73:517–530.
Yamauchi et al. Nutrition Journal 2014, 13:108 Page 8 of 8
http://www.nutritionj.com/content/13/1/10824. Karlsson J, Persson LO, Sjostrom L, Sullivan M: Psychometric properties and
factor structure of the Three-Factor Eating Questionnaire (TFEQ) in obese
men and women. Results from the Swedish Obese Subjects (SOS) study.
Int J Obes Relat Metab Disord 2000, 24:1715–1725.
25. de Lauzon B, Romon M, Deschamps V, Lafay L, Borys JM, Karlsson J,
Ducimetière P, Charles MA, Fleurbaix Laventie Ville Sante Study Group:
The Three-Factor Eating Questionnaire-R18 is able to distinguish among
different eating patterns in a general population. J Nutr 2004,
134(9):2372–2380.
26. D’Anci KE, Watts KL, Kanarek RB, Taylor HA: Low-carbohydrate weight-loss
diets. Effects on cognition and mood. Appetite 2009, 52:96–103.
27. Cheatham RA, Roberts SB, Das SK, Gilhooly CH, Golden JK, Hyatt R, Lerner D,
Saltzman E, Lieberman HR: Long-term effects of provided low and high
glycemic load low energy diets on mood and cognition. Physiol Behav
2009, 98:374–379.
28. Sone H, Tanaka S, Iimuro S, Tanaka S, Oida K, Yamasaki Y, Oikawa S, Ishibashi
S, Katayama S, Yamashita H, Ito H, Yoshimura Y, Ohashi Y, Akanuma Y,
Yamada N, Japan Diabetes Complications Study Group: Long-term lifestyle
intervention lowers the incidence of stroke in Japanese patients with
type 2 diabetes: a nationwide multicentre randomised controlled trial
(the Japan Diabetes Complications Study). Diabetologia 2010, 53:419–428.
29. Noda Y, Iide K, Masuda R, Kishida R, Nagata A, Hirakawa F, Yoshimura Y,
Imamura H: Nutrient intake and blood iron status of male collegiate
soccer players. Asia Pac J Clin Nutr 2009, 18:344–350.
30. Alberti KG, Eckel RH, Grundy SM, Zimmet PZ, Cleeman JI, Donato KA,
Fruchart JC, James WP, Loria CM, Smith SC Jr, International Diabetes
Federation Task Force on Epidemiology and Prevention; Hational Heart,
Lung, and Blood Institute; American Heart Association; World Heart
Federation; International Atherosclerosis Society; International Association
for the Study of Obesity: Harmonizing the metabolic syndrome: a joint
interim statement of the International Diabetes Federation Task Force
on Epidemiology and Prevention; National Heart, Lung, and Blood
Institute; American Heart Association; World Heart Federation;
International Atherosclerosis Society; and International Association for
the Study of Obesity. Circulation 2009, 120:1640–1645.
31. Andersen CJ, Fermandez ML: Dietary strategies to reduce metabolic
syndrome. Rev Endocr Metab Disord 2013, 14:241–254.
32. Melanson KJ, Summers A, Nguyen V, Brosnahan J, Lowndes J, Angelopoulos
TJ, Rippe JM: Body composition, dietary composition, and components of
metabolic syndrome in overweight and obese adults after a 12-week
trial on dietary treatments focused on portion control, energy density, or
glycemic index. Nutr J 2012, 11:57.
33. Kumar AA, Palamaner Subash Shantha G, Kahan S, Samson RJ, Boddu ND,
Cheskin LJ: Intentional weight loss and dose reductions of anti-diabetic
medications–a retrospective cohort study. PLoS One 2012, 7:e32395.
34. Fayers P: Alphas, betas and skewy distributions: two ways of getting the
wrong answer. Adv Health Sci Educ Theory Pract 2011, 16:291–296.
35. Heymsfield SB, van Mierlo CA, van der Knaap HC, Heo M, Frier HI: Weight
management using a meal replacement strategy: meta and pooling
analysis from six studies. Int J Obes Relat Metab Disord 2003, 27:537–549.
36. Dansinger ML, Tatsioni A, Wong JB, Chung M, Balk EM: Meta-analysis:
the effect of dietary counseling for weight loss. Ann Intern Med 2007,
147:41–50.
doi:10.1186/1475-2891-13-108
Cite this article as: Yamauchi et al.: Efficacy of a 3-month lifestyle
intervention program using a Japanese-style healthy plate on body
weight in overweight and obese diabetic Japanese subjects: a
randomized controlled trial. Nutrition Journal 2014 13:108. Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
